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ntramasseteric diroﬁlariasis
iroﬁlariose intramassétérine : à propos d’un cas
Mrs. A, 52 years, with no notable history, presented with a two-
eek history of intermittent left cheek swelling, initially treated by
moxicillin. Clinical examination revealed painless inﬂammatory
edema of the left cheek with no associated fever. The laboratory
ork-up was  normal. Contrast-enhanced neck CT scan revealed
edematous malar inﬁltration with no signs of collection. The
torhinolaryngology specialist consultation concluded on probable
ialocele arising at the expense of the left parotid duct. The patient
as treated with paracetamol and antispasmodics.
The patient was admitted to hospital two weeks later due to
orsening of her symptoms. The laboratory work-up did not reveal
n inﬂammatory syndrome, but eosinophilia appeared during hos-
italisation. Another contrast-enhanced CT scan was performed
nd revealed hypertrophy of the left masseter muscle. Neck MRI
emonstrated a left intramasseteric lesion, measuring less than 1
entimetre, with a low-intensity signal on T1-weighted sequences,
 high-intensity signal on T2-weighted sequences and peripheral
adolinium enhancement (Fig. 1).
In parallel, a rounded nodular mass appeared in the middle of
he oedema. Direct needle aspiration revealed a caseous ﬂuid with,
Fig. 1. Gadolinium-enhanced neck MRI, axial T1-weighted sequence.
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879-7296/© 2014 Elsevier Masson SAS. All rights reserved.in the centre, a small, white, twisted carrot-shaped structure mea-
suring 2.2 cm long.
Histological examination conﬁrmed the presence of a Diro-
ﬁlaria repens parasite, constituting an indication for intraoral
en bloc resection of the intramasseteric nodule. Histological
examination of the operative specimen revealed non-speciﬁc ﬁbro-
inﬂammatory changes with no residual parasites. Surgery alone
ensured resolution of the malar swelling and absence of recurrence
with a follow-up of six months.
Diroﬁlariasis is an emerging zoonosis caused by a nematode,
most commonly corresponding to D. repens,  D. immitis and D. tenuis.
Diroﬁlariasis is endemic in Central and Southern Asia, Africa and
Eastern and Southern Europe [1]. The usual natural hosts are dogs,
cats and foxes. The parasite is transmitted by mosquito bites (Culex,
Aedes and Anopheles)  [2], with no human-to-human transmission.
Human diroﬁlariasis is therefore rare. The mean interval between
inoculation of the parasite and detection of the nodule is six months
[3].
Diroﬁlariasis can be classiﬁed into pulmonary forms and
extrapulmonary forms, most commonly visceral, ocular and sub-
cutaneous sites [4]. The masseter muscle is an exceptional site
of diroﬁlariasis (fewer than ten cases have been reported in the
literature). The most common clinical presentations in man  are
subcutaneous nodules.
Juvenile worms  migrate into subcutaneous tissues, where they
cause non-speciﬁc local inﬂammation inducing oedema due to
Fig. 2. Histological appearance of a transverse section of the parasite D. repens (HES
×  100).
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bstruction of lymphatic vessels. The nodule is due to formation
f a granuloma around the worms, which is gradually destroyed by
he immune response.
The deﬁnitive diagnosis is conﬁrmed by studying the morphol-
gy of the worm after surgical resection. Diroﬁlaria are identiﬁed
y their cuticle, their external longitudinal crests, their smooth
usculature and their visceral cavity comprising two uteri (Fig. 2).
osinophilia or elevated serum IgE are rarely observed.
The treatment of choice consists of complete surgical resection
f the nodule. The objective of antiparasitic therapy (ivermectin or
lbendazole) is to eradicate infection when secondary sites are also
resent or when incomplete surgical resection is suspected [5].
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